Objective: biliopancreatic diversion with duodenal switch is a complex, malabsorptive procedure, associated with improved weight loss and metabolic control. Staged surgery with sleeve gastrectomy as the first stage is an option for reducing complications in superobese patients. However, some problems persist: large livers can hamper the surgical approach and complications such as leaks can be severe. Intestinal transit bipartition is a modified and simplified model of biliopancreatic diversion that complements sleeve gastrectomy. It is similar to the duodenal switch, but with less complexity and fewer nutritional consequences. This study assessed the feasibility and safety of isolated transit bipartition as the initial procedure in a two-step surgery to treat superobesity. Methods: this prospective study included 41 superobese patients, with mean BMI 54.5±3.5kg/m 2 . We performed a laparoscopic isolated transit bipartition as the first procedure in a new staged approach. We analyzed weight loss and complications during one year of follow-up. Results: we completed all the procedures by laparoscopy. After six months, the mean percent excess weight loss was 28%, remaining stable until the end of the study. There were no intraoperative difficulties. Half of the patients experienced early diarrhea, and three had marginal ulcers. There were no major surgical complications or deaths. Conclusion: isolated laparoscopic transit bipartition is a new option for a staged approach in superobesity, which can provide a safer second procedure after effective weight loss over six months. It may be useful particularly in the management of patients with severe obesity.
Roux-en-Y gastric bypass and sleeve gastrectomy (SG) have been the most widely used techniques. Nonetheless, the best results have been reported with the so-called malabsorptive operations 3, 4 .
Although the biliopancreatic diversion with duodenal switch (BPD-DS) promotes better weight loss and glycemic control than other techniques 5 , its greater technical complexity, as well as the resulting gastrointestinal symptoms and long-term nutritional risks have limited its use 6 .
To reduce perioperative risk, a two-step approach has been advocated: SG, followed by a biliopancreatic diversion (BPD) after the patient has lost a substantial amount of weight 7 . Despite providing better results, some surgical problems remain, such as approaching the esophagogastric junction region, which may be hampered by an enlarged steatotic liver. In addition, the approach carries potentially serious risks and complications, such as bleeding and SG fistulas.
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Godoy Isolated intestinal transit bipartition: a new strategy for staged surgery in superobesity. The objective of this study was to evaluate the feasibility and safety of isolated ITB as a simple alternative to BPD, as the initial procedure in a twostage approach to treat superobesity.
METHODS
This study was approved by the National Research Ethics Commission (CAAE: 30301214.1.0000.5292). We obtained written informed consent from all patients. The study included patients with SO, with a BMI ranging from 50 to 60 kg/m 2 , and aged from 20 to 60 years, who underwent the isolated ITB procedure and whom we prospectively followed for one year. We performed all procedures by laparoscopy.
We positioned the access ports as shown in figure 1. We constructed a Roux-en-Y, lateral anastomosis measuring approximately 5cm in the pre-pyloric region of the great gastric curvature, with an termino-lateral enteroanastomosis to maintain an 80cm common canal ( Figure 2 ). We then closed the mesenteric defect. All sutures were continuous, manual and in a single plane. We reintroduced a regular, consistency-free oral diet according to tolerance the next morning. We prescribed a proton pump inhibitor (40mg pantoprazole, daily) throughout the postoperative follow-up period.
We used a structured form for the evaluations.
We obtained data on intraoperative difficulties from the surgical description, and systematically recorded anthropometric measurements, gastrointestinal symptoms and any complications. We classified We planned sleeve gastrectomy for surgical completion, as the second stage, after one
year. The description of these results, however, is not the purpose of the present study.
We expressed data as mean ± standard deviation (SD) or frequencies, according to the nature of the variable. We assessed weight loss by the percentage of excess weight loss (%EWL), the percentage of total weight loss (%TWL) and the percentage of excess BMI loss (%EBMIL). We assessed the control of metabolic comorbidities according to the glycated hemoglobin and blood pressure levels proposed by the American Diabetes Association (ADA) 14 .
We performed statistical analyzes with the SPSS 25.0 (IBM, NY, USA) software. We used the Shapiro-Wilk test to test the distributions for normality, and the Friedman test and the analysis of variance (ANOVA), as appropriate, to evaluate changes in measures during the monitoring period.
We set the significance level at P<0.05, and we applied the Bonferroni correction for multiple post hoc comparisons. For repeated measurements, due to the nature of the data, we selected the Friedman's nonparametric hypothesis test. We reevaluated patients after one week and at one, three, six and 12 months postoperatively, including conducting a laboratory panel and an endoscopic examination at six and 12 months.
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Before executing ANOVA, we verified all assumptions.
We performed an intention-to-treat analysis to compare and validate the results obtained with the raw data, applying the last observation method to impute missing values.
RESULTS
In total, 41 patients met the inclusion criteria and underwent surgery. However, we excluded three of these patients from the statistical analysis: two due to loss of follow-up and one due to pregnancy after surgery. The average age of the patients (33 women and 5 men) was 42±10 years, mean weight was 135.24±17.05kg and the mean BMI was 54.65±3.55kg/m 2 . In 28 patients (74%) and 37 (97%), hypertension and dyslipidemia were present, respectively. Initially, 15 of the patients (39%) had type-2 diabetes mellitus. At 12 months of follow-up, the mean total weight and BMI were 114.94±16.96kg and 46.4±5.3kg/m 2 , respectively, and the mean %EWL was 28%±14% (Table 1) At baseline, 28 patients had hypertension, and at 12 months the remission rate was 39%, although this was not statistically significant (P=0.98) ( Table 2 ).
There were no reports of severe hypoglycemia during the study period.
We completed all operations by laparoscopy. This has stimulated changes in established operations and the development of new surgical approaches [16] [17] [18] . The concept of ITB stems from the hypothesis that malabsorption may not be the main mechanism underlying duodenal switch BPD Therefore, in this study, we prospectively evaluated a different strategy for a two-stage surgery approach, which used laparoscopy isolated ITB as the initial procedure rather than the originally proposed SG.
The 12-month follow-up of 38 patients operated with this approach showed 28% mean EWL and significant metabolic benefits, without major complications. Cossu et al. 19 observed similar results, with metabolic improvement and mild weight loss in a study in which they performed a duodenal switch (DS) without gastric resection in 24 patients with mild obesity. However, they performed a long intestinal segment exclusion and a duodeno-ileostomy, while in our study there was no excluded segment with the isolated ITB.
In a randomized trial of BPD-DS versus
Roux-en-Y gastric bypass in a SO group followed for five years, Risstad et al. 6 showed that patients undergoing BPD-DS had greater weight loss and There was no difference between the two patient groups regarding improvement in quality of life 6 .
In addition to its long-term associated nutritional problems, BPD-DS is a complex operation that carries a high risk for SO patients.
Strategies aimed at reducing perioperative risks have been described. However, conservative preoperative weight loss attempts have shown limited impact 20 . A two-step approach has been proposed, with SG as the first procedure.
Although the usefulness of staged surgery for SO patients is controversial 21 , and not all SO patients present risks that justify this approach 22 , patients with known risk of intraoperative difficulties may benefit 23 .
Our proposal to use isolated ITB has some advantages that may characterize it as the best alternative initial procedure for a twostep approach. When this technique is used, it is not necessary to approach the region of the esophagogastric junction, limiting the steps of the upper abdomen to the pre-pyloric region of the great curvature, avoiding the need to manipulate a very frequently enlarged steatotic liver, with risk of lacerations and bleeding 24 . In addition, the risks of the intestinal stage are lower than those associated with SG, attested by the absence of major complications in our series, indicating a possible risk reduction.
Studies have shown that a %TWL of only 5% in the preoperative period is associated with a significant reduction in perioperative risks 25, 26 . Although weight loss was generally higher in the series for which the SG is the initial procedure, the mean %TWL at six months of 15.7% observed in our patients attests to the efficacy of the use of ITB as an initial preparatory procedure for a second step.
However, there was no significant additional weight loss after six months, suggesting that this would be the appropriate time to complete the SG supplementing operation.
In addition to its effects on weight loss, In addition, the intact stomach may have caused a greater nutrient overload into an ileum that in some patients was still without hypertrophic adaptation. 
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